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3Foreword
Alcohol misuse places a considerable burden on the NHS and 
wider society. One in five adults in England drink above the Chief 
Medical Officers’ low-risk drinking guidance and 595,000 people 
have a level of alcohol dependence needing specialist treatment. 
Alcohol contributes to a wide range of mental and physical illness 
and causes significant social problems for individuals and their 
families. Deaths from alcoholic liver disease have increased 400% 
since 1970 and alcohol related hospital admissions have doubled in 
the ten years to 2014. 
Against a background of NHS services under unprecedented 
pressure from rising demand, there is an urgent need to reduce the 
burden of preventable alcohol related disease. The NHS and local 
authorities have a crucial role to play in this effort.
A series of reports from government and the Royal Colleges, 
together with a suite of recent NICE guidelines, set out the evidence 
based approaches to tackling alcohol related harm. Alcohol brief 
interventions for hazardous and harmful drinkers in primary and 
secondary care and specialist treatment for people with alcohol 
dependence have a strong evidence base and are cost effective. 
While some progress has been made in implementing these 
approaches this is not yet having sufficient impact on reversing 
the rising disease burden from alcohol. About 13% of people with 
alcohol dependence newly access alcohol treatment services 
each year and implementation of brief interventions remains a 
long way short of what has been achieved with smoking cessation 
interventions in the NHS.
This resource sets out the steps that need to be taken in NHS 
hospitals to tackle the rising burden. While hospitals are only one 
of several NHS settings in which wider implementation is needed, 
there is a particularly high concentration of people with complex 
alcohol related disease in hospitals, including people who have 
frequent alcohol related attendances. This places hospitals in a 
pivotal position to identify and help people with the highest level of 
unmet alcohol-related needs.
But hospitals and NHS professionals who work in them cannot 
solve these problems in isolation. There needs to be coordination 
between hospitals, NHS and local authority commissioners, 
specialist addiction services in the community, primary care, 
and social services in each locality, to develop a concerted 
response. Local Health and Wellbeing Boards have a key role in 
bringing these groups together to develop a coherent plan. Local 
Sustainability and Transformation Plans should, as some already 
have, include a coordinated response to alcohol as a key strategy 
to reduce pressure on the NHS.
Both this resource and key government and Royal College reports 
on the response to alcohol in hospitals identify the importance of 
local alcohol champions, usually senior clinicians, as key drivers 
of this transformation. These were also key recommendations 
of “Health First: an evidence based alcohol strategy for the UK” 
(Gilmore et al., 2013) and Public Health England’s recent evidence 
review of alcohol policy options (Burton et al., 2016). This Resource 
Pack goes further and emphasises the importance of developing 
a local hospital alcohol strategy, bringing together the key actors 
in the NHS, commissioning and the local community, to support 
optimal and sustained change in tackling alcohol problems in the 
NHS. It shares the experiences within King’s Health Partners in South 
East London; inevitably the experience in one inner city Academic 
Health Science Centre will need to be adapted to fit the particular 
circumstances and needs elsewhere. However, the core principles 
and building blocks for successful implementation described here 
are widely applicable.
While considerable progress has already been made in 
implementing effective alcohol care in hospitals in many parts of 
England, this is not yet universal. So the main aim of this report is 
to share knowledge and experience to drive sustainable change in 
tackling alcohol misuse across NHS hospitals.
Professor Sir Ian Gilmore 
Chair, Alcohol Health Alliance UK 
Past President, Royal College of Physicians 
Chair, Liverpool Health Partners and Professor 
of Hepatology, University of Liverpool
4Executive Summary
1. Excessive alcohol use places a considerable burden on the 
NHS and wider society. Mortality from alcoholic liver disease 
has increased by 400% since 1970 and alcohol related 
hospital admissions doubled in the ten years preceding 2014, 
costing the NHS £3.5bn per annum, mostly through inpatient 
admissions.
2. There are over 1m hospital admissions per year for alcohol-
related diseases in England but the underlying alcohol misuse 
is often not identified or treated. This is a missed opportunity 
to improve patients’ health and reduce the likelihood of 
readmission.
3. The NHS Five Year Forward View, the National Confidential 
Enquiry into Patient Outcome and Death from alcoholic liver 
disease, Public Health England’s Local Health and Care 
Planning: Menu of Preventive Interventions, and many other 
recent government and Royal College reports, highlight the 
pivotal role that hospitals need to play in preventing alcohol-
related harm in order to reduce the burden of alcohol on the 
NHS.
4. This resource provides a rationale for service improvement 
in NHS hospitals and a guide to the development of a local 
hospital alcohol strategy. It is primarily intended as a resource 
for clinicians and managers in NHS trusts to develop a 
business case for service development, bringing together 
key resources needed to prepare such a case. It should 
also be recommended reading for commissioners in clinical 
commissioning groups and local authorities, as well as local 
Health and Wellbeing Boards and key community actors 
including primary care and specialist alcohol services.
5. There is an urgent need for a joined-up approach between 
NHS trusts, CCGs and local authorities, as well as other key 
community actors to develop integrated care pathways for 
patients with alcohol-related disease.
6. The central value proposition is that developing a 
comprehensive local response to alcohol-related admissions 
will not only reduce the burden of alcohol on the NHS and wider 
community, but is also highly cost effective. NHS Evidence states 
that alcohol care teams provide a saving of £3.85 for every £1 
invested.
7. We identify four key populations of alcohol-related attender who 
will require different approaches to management: Patients with 
acute alcohol intoxication and poisoning; admissions wholly 
caused by alcohol; presentations partly caused by alcohol; and 
alcohol-related frequent attenders.
8. There are three main approaches recommended to address 
alcohol-related attendances:
i. Screening and brief intervention (SBI) or identification and brief 
advice (IBA) works on a principle of Making Every Contact Count, 
in which all patients are routinely screened for alcohol use 
disorders. Brief advice or referral is then provided according to 
need. This is a highly effective and cost effective intervention, 
recommended by NICE. In 2017 this approach will be supported 
in NHS hospitals by a national CQUIN.
ii. Alcohol care teams are recommended by numerous 
government and Royal College reports and strategies. Ideally 
these should be seven day hospital-based resources with 
consultant leadership, and part of a more comprehensive local 
hospital alcohol strategy. Alcohol care teams are intended to 
provide leadership on alcohol, training for front line staff in 
alcohol management, and direct clinical care for patients with 
more complex alcohol-related clinical needs. There should be 
effective liaison between hospital based alcohol care teams 
and community services, including specialist alcohol and drug 
treatment services.
iii. Assertive outreach alcohol interventions should be developed 
for high impact alcohol-related frequent attenders. While this 
is a relatively small group of patients, it accounts for a high 
proportion of all alcohol-related activity and costs, and many of 
these patients have complex physical and mental comorbidities 
and social problems, including homelessness. They tend not to 
engage effectively with existing alcohol treatment services and 
therefore require more assertive outreach and integrated care 
pathways.
9. All of these services need to be adequately resourced to have a 
significant impact. Given the high impact and rising prevalence 
of alcohol-related admissions and attendances, these services 
need to become part of the core business of NHS hospitals.
10. We recommend adequate use of hospital information systems 
to identify unmet needs and to plan services.
11. Each hospital needs a local hospital alcohol strategy as 
recommended by the Royal College of Physicians with key local 
clinical champions to oversee implementation.
12. Appropriate and sustainable commissioning arrangements 
need to be identified in each locality jointly supported by clinical 
commissioning groups, local authorities and NHS trusts.
13. Staff training is essential to support implementation of a local 
hospital alcohol strategy. Much of this can be provided by 
adequately resourced alcohol care teams in each hospital 
together with identified learning resources.
14. The impact of the local hospital alcohol strategy should be 
monitored using routine clinical and hospital information. Ideally 
hospital clinical information systems should contain routine 
recording of brief screening scores for all patients (e.g. AUDIT-C)
15. Several hospitals in England already have comprehensive 
alcohol strategies and alcohol care services in place and have 
demonstrated a significant impact on reducing alcohol-related 
attendances and admissions. However considerable work is 
needed to bring all hospitals up to this standard. Only then will 
we begin to make a lasting impact on the burden of alcohol on 
the NHS.
5Introduction
Welcome to “Tackling Alcohol Misuse in NHS Hospitals” produced 
by the Health Innovation Network (HIN) and the Collaboration 
for Leadership in Applied Health Research and Care (CLAHRC) 
South London. Providing excellent alcohol care in hospitals 
offers real opportunities to improve patient outcomes and 
reduce NHS expenditure in the longer term. This Resource Pack 
has been designed for both clinicians and hospital managers 
looking to develop hospital based responses to alcohol, and for 
commissioners who wish to determine the local need for different 
levels of response. 
This report provides further detail to a slide deck available online, 
where you can find links to all the resources signposted throughout 
this document. This report offers additional context and policy 
background, to better understand where we are in improving 
alcohol care in hospitals across England.  
This Resource Pack is intended for use across England, and 
drawing from our own experience, and the HIN’s remit, we refer 
to work undertaken in South London, and offer the King’s Health 
Partners Alcohol Strategy.  Similarly, more detailed data is provided 
for the twelve south London boroughs, and we urge organisations 
elsewhere to use these resources as a guide to seek equivalent 
local data.   
The Health Innovation Network
The Health Innovation Network is the Academic Health Science 
Network (AHSN) for south London, one of 15 AHSNs across England. 
We work across a huge range of health and care services through 
each of our clinical and innovation themes, to transform care in 
diabetes, musculoskeletal disease, alcohol and healthy ageing, to 
accelerate digital health uptake into the NHS, and we’re passionate 
about education. HIN acts as a catalyst of change – identifying, 
adopting and spreading innovation across the health and care 
system in south London.
The HIN would particularly like to thank Professor Colin Drummond, 
Clinical Lead for the CLAHRC South London Alcohol Theme and 
Professor of Addiction Psychiatry at King’s College London, for his 
extensive time and input to this document, sharing the learning 
from his and colleagues’ research and service development work 
currently underway in south London.
Professor Colin Drummond,  
King’s College London,  
Alcohol Theme Lead,  
NIHR CLAHRC South London
Professor Paul Wallace,  
Clinical Lead for the Alcohol Theme,  
Health Innovation Network 
61.  Why do hospitals need to take alcohol misuse seriously?
1.1 The burden of alcohol misuse on the NHS
Excessive alcohol use places a considerable burden on the NHS 
and wider society, and is the fifth leading cause of ill health, early 
mortality and disability globally, causing 5.3% of deaths worldwide 
(Lim et al., 2012). In the UK, for men, alcohol use is the second 
highest factor for years lived with disability. In England one in 
five adults (over ten million people) drink at levels that increase 
the risk of ill health and around 595,000 adults (1.4% of the adult 
population) have a level of alcohol dependence needing specialist 
treatment. So alcohol represents a significant public health problem 
in England.
Alcohol related disease has increased dramatically in the last 20 
years in the UK. Liver disease is responsible for 86% of directly 
attributable mortality from alcohol in the UK (HSCIC, 2016), and 
mortality rates from alcoholic liver disease have increased 400% 
since 1970, and in people younger than 65 years have risen by 
almost five-times (Williams et al., 2014). Alcohol-related hospital 
admissions doubled in the ten years up to 2014 in England, 
accounting for 7% of all admissions. Alcohol-related ill health 
is estimated to cost the NHS £3.5 billion per annum. The recent 
Global Burden of Disease study showed that a wide range of 
alcohol related conditions have been increasing in prevalence in 
the UK between 1990 and 2010, including liver cancer, pancreatitis, 
alcoholic liver disease, and alcohol use disorders, with between 
40% and 100% increases (Murray et al., 2013).
The UK National Confidential Enquiry Into Patient Outcome and 
Death (NCEPOD, 2013) on patients who died with alcohol-related 
liver disease was published in 2013. This identified failings in the 
NHS in preventing deaths from alcohol-related liver disease. 71% of 
patients had previous admissions to hospital in the two years prior 
to their final admission in which opportunities to provide preventive 
interventions were frequently missed.
In South London inpatient surveys 15-20% of all acute admissions 
are alcohol related (Kouimtsidis et al., 2003; Canning et al., 1999). 
This is particularly concentrated in acute medical admissions 
units. For example, in King’s College Hospital a recent audit found 
31% of patients admitted to the Medical Assessment Unit had an 
alcohol use disorder (Bell et al., 2011). In mental health inpatients 
in South London the prevalence of alcohol misuse is 50%, with 
23% experiencing alcohol dependence (Barnaby et al., 2003). In 
emergency departments 40% of attendances are alcohol related, 
rising to 70% at weekends (Drummond et al 2005b). 
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71.2 Why does alcohol misuse impact on the NHS?
The World Health Organisation has identified over 200 different 
disease conditions that are wholly or partly attributable to excessive 
alcohol use. Wholly attributable conditions include alcohol 
intoxication and alcohol poisoning, alcoholic liver disease, alcoholic 
pancreatitis, alcohol dependence, and acute alcohol withdrawal. 
Public Health England Local Area Profiles for England (2017) 
identifies 34 wholly alcohol attributable conditions (See Resources 
section), and admissions for these conditions have doubled since 
2003/04 to over 307,250 admissions per annum in 2015/16. 
However, it is well documented that these conditions are 
underdiagnosed in hospitals, therefore this figure is likely to be 
a gross underestimate.  For example, a recent audit in King’s 
College Hospital found that only 17% of medical admissions had a 
documented alcohol history in the records compared to 35% who 
had a documented smoking history (Bell et al., 2011). In mental 
health inpatients in South West London, 27% had a partial alcohol 
history and 0.5% had a full history recorded in the clinical notes 
(Barnaby et al., 2003). Similarly, patients are not routinely screened 
for alcohol use disorders in most hospital emergency departments.  
Patients presenting with obvious alcohol intoxication represent only 
the tip of the iceberg of alcohol-related conditions presenting to this 
setting.
In addition to the wholly attributable conditions, there is estimated 
to be approximately 2.64 times as many admissions where alcohol 
is partly responsible for the clinical presentation. These include 
strokes, cardiovascular diseases, depression and self-harm, 
gastrointestinal disorders, hypertension and a number of cancers.
1.3 Why does alcohol misuse need to be tackled in the 
hospital setting?
There is clear evidence that patients admitted with alcohol-related 
conditions have longer lengths of hospital stay, often due to more 
complex multi-morbidities, poor social circumstances, and greater 
clinical complications during admission (Drummond et al., 2016). 
Alcohol liaison services are often asked to see patients who have 
developed alcohol related epileptic fits or delirium tremens some 
days after admission for an apparently unrelated condition. This 
primarily occurs because alcohol dependence was not diagnosed 
early enough to provide preventive withdrawal treatment. Once 
these untreated acute withdrawal states become established they 
are extremely difficult to clinically manage, prolonging hospital 
stays unnecessarily. Also failure to diagnose alcohol dependence 
and prescribe prophylactic thiamine treatment according to 
NICE guidelines (CG100) leads to the development of Wernicke’s 
encephalopathy and potentially profound and permanent brain 
damage. Again adequate routine screening and history taking of all 
patients admitted to hospital would effectively prevent these costly 
complications.
Patients admitted with alcohol-related conditions are more likely 
to be readmitted in the subsequent two years and to have more 
frequent emergency department attendances than other patients 
(Currie et al., 2015). Adequate diagnosis, treatment and referral to 
specialist services for these patients not only shortens the length 
of admission but prevents the need for future alcohol-related 
admissions, and provides better clinical outcomes.
There is a tendency in some areas to assume that diagnosis and 
treatment of alcohol misuse is not part of the hospital’s remit and 
that these problems will be managed elsewhere in the NHS or by 
the local authority. While there have been some improvements in 
access to alcohol treatment in recent years, about 20% of people 
with alcohol dependence accesses specialist treatment services per 
annum. Patients are often reluctant to seek treatment for alcohol 
problems due to a high level of perceived stigma as well as a lack 
of awareness the need to get treatment, or what resources may 
be available.  Many people with alcohol dependence and mental 
and physical ill health also have by consequence chaotic lives 
making their health more difficult to manage.  Those who are also 
homeless (or who have no access to public funds) are not likely to 
be registered with a GP.  The hospital therefore may be the only 
part of the NHS with which a patient is in contact, and so hospitals 
have a crucial role to play in identification, treatment and referral of 
patients with alcohol problems.
1.4 Why are hospitals failing to treat alcohol misuse 
adequately?
Research has identified many factors that contribute to the 
inadequate diagnosis and treatment of alcohol misuse in the 
hospital setting.  There has been limited training on alcohol 
misuse at both undergraduate and postgraduate level for health 
professionals. This has not kept pace with the rising prevalence 
of these alcohol use disorders (although see Staff Training below 
for details of recent initiatives). Hospitals are busy and pressured 
working environments, and alcohol misuse may often be seen as 
one task too many to add to an already long list. Further, alcohol 
misusers are seen by some health professionals as an unpopular 
patient group, viewed as only having “themselves to blame for 
their health problems”, which makes alcohol use disorders among 
the most stigmatised health conditions. Fortunately, we have 
come a long way in the last 20 years in recognising smoking as 
an addiction, which requires active clinical intervention. We need 
to achieve the same status and parity of esteem for alcohol use 
disorders.
The strategic landscape has not helped; commissioning of alcohol 
services has not kept pace with the rising prevalence of alcohol 
use disorders, and in addition the Health and Social Care Act 
has effectively moved the commissioning of alcohol treatment 
from the NHS to local authorities that are now contending with 
falling public health budgets. Despite exhortations over many 
years from the Royal College of Physicians and the British Society 
of Gastroenterologists, the Department of Health, Public Health 
England, NCEPOD, and NHS England’s Five Year Forward view – 
which all emphasise the importance of tackling alcohol misuse in 
NHS hospitals – the NHS commissioning response has been patchy 
and often short-term.
Improvements in prioritisation of alcohol misuse in acute and 
mental health hospitals have only tended to happen where there 
is a strong local champion – usually a senior clinician or manager, 
who has persuaded hospital authorities to prioritise alcohol misuse 
to be taken seriously, opening the way for strategic support for 
service developments, staff training and other key factors needed to 
move forwards. A steady increase of the burden of alcohol misuse 
means that adequate alcohol care provision must be seen as a 
core NHS service activity, rather than an optional extra. The 
8question that ought to be asked is ‘why does a hospital not have a 
comprehensive alcohol care service?’
1.5 The policy context
It is now 15 years since the Royal College of Physicians published 
“Alcohol – Can the NHS Afford it? Recommendations for a coherent 
alcohol strategy for hospitals”. This report recommended dedicated 
alcohol liaison nurses and named senior clinical leadership, to 
provide a focus for:
• Medical management of patients with alcohol problems within 
the hospital
• Liaison with community alcohol and other specialist services
• Education and support for other healthcare workers in the 
hospital
• Implementation of a case-finding strategy and providing brief 
advice within the hospital.
The National Institute for Health and Care Excellence (NICE) NHS 
Evidence (2012; 2014) provided a proven case study for quality 
and productivity “Alcohol Care Teams: Reducing acute hospital 
admissions and improving quality of care.” This provides evidence 
for the implementation of alcohol care teams and services to 
address the needs of alcohol-related frequent attenders. The paper 
also makes the case for multidisciplinary alcohol care teams, which 
are provided seven days a week, as many services are provided 
only during office hours. Many alcohol related admissions take 
place on evenings and weekends, thus missing the opportunity for 
enhanced alcohol identification and care.
The Government’s Alcohol Strategy (HM Government, 2012) 
endorses these recommendations and calls for all hospitals to have 
an alcohol care service that meets the key functions recommended 
by the Royal College of Physicians. Subsequently, “Health First: An 
evidence based alcohol strategy for the UK” (Gilmore et al., 2013) 
recommends that:
“Every acute hospital should have a specialist, multi-disciplinary 
alcohol care team tasked with meeting the alcohol-related needs of 
those attending the hospital and preventing readmissions”.
Public Health England (2014) has published “Alcohol care 
in England’s hospitals: an opportunity not to be wasted”. 
This document sets out in more detail the evidence base on 
effectiveness and cost-effectiveness, as well as service models 
and commissioning approaches that will have the greatest impact. 
Implementation of comprehensive alcohol care teams in all 
hospitals in England remains a key Public Health England strategy 
to tackle alcohol misuse. 
In November 2016, PHE published “Local Health and Care Planning: 
Menu of preventative interventions”, which aims to help local 
decision-makers consider evidence-based public health and 
preventative interventions as they seek options to address local 
challenges through the health and care planning processes. The 
menu of interventions is focussed on the “NHS Five Year Forward 
View” and outlines evidence-based, preventative public health 
interventions that can help improve the health of the population and 
reduce health and care service demand in the short to medium 
term. Among the five recommendations for addressing the impact 
of alcohol harm are:
• Establish and/or optimise alcohol care teams in district general 
hospitals 
• Establish Alcohol Assertive Outreach Teams (AAOT) to reduce 
repeat users of hospital and other services such as police and 
social services. 
• Establish clear care pathways to ensure sustained engagement 
with high volume service users.
Finally the “NHS Five Year Forward View” (NHS England, 2014) and 
the “Five Year Forward View for Mental Health” (Mental Health 
Taskforce, 2016) both emphasise the importance of the NHS tackling 
alcohol misuse and call for “hard hitting national action on (…) 
alcohol and other major health risks’ within the NHS. 
So the national policy support for improved alcohol care in acute 
hospitals in England could hardly be clearer.
91.6 The value proposition
In the context of rising alcohol-related hospital admissions, many 
of which are preventable, and with a cost of over £3.5 billion per 
annum to the NHS, the case for change is strong. The evidence 
base for effective alcohol interventions in hospital is set out in three 
NICE guidelines:
• NICE PH24 describes the evidence base for alcohol screening 
brief interventions (IBA).
• NICE CG115 describes effective interventions for harmful and 
dependent drinkers
• NICE CG100 describes effective interventions for alcohol 
withdrawal, Wernicke’s encephalopathy, alcohol related liver 
disease and pancreatitis.
Together these guidelines identify the key evidence-based 
interventions that improve clinical outcomes and are cost effective to 
implement in both the hospital setting and the community, many of 
which are applicable to acute and mental health inpatient care.
According to Public Health England the impact of improved alcohol 
care in hospitals ist as follows:
• Improving the quality and efficiency of care
• Reducing admissions, readmissions and length of stay for 
patients with alcohol-related problems
• Contributing to a potential reduction in A&E attendances
• Reducing mortality related to the misuse of alcohol by 
systematically identifying alcohol-related conditions
• Reducing the duration of detoxifications in hospital by working 
with services in the community to complete detoxification after 
discharge.
This report also sets out the return on investment that can be 
expected by developing alcohol care in hospital settings. 
“ At the Royal Bolton Hospital the cost of investing in a specialist 
nurse service is £165,000 annually. As a result of this investment 
2,000 bed days are saved, liberating 4-6 hospital beds. This 
equates to a saving of £636,000, representing a return of £3.85 
for every £1.00 invested.”
In Salford Royal Hospital an assertive outreach service targeting 
the most frequently admitted patients with alcohol related 
problems “resulted in a 59% reduction in emergency department 
attendances in the 3-month period post intervention. There was 
also a 66% reduction in average monthly hospital admissions. The 
annual service cost is £300,000, liberating 2-3 hospital beds and 
amounting to £556,500 in benefits – this represents a return of 
£1.86 for every £1.00 invested.”  
These estimates do not take account of wider savings as a 
consequence of the alcohol interventions, which include reduced 
primary care use, ambulance call outs, social services, criminal 
justice services. The interventions are also of direct benefit to 
patients’ quality of life and improved health outcomes, including 
reduced mortality, and of benefit to their relatives and carers.
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2. Types of alcohol related presentation to hospital
2.1 Alcohol intoxication and poisoning
The adverse effects of alcohol intoxication are commonly seen in 
emergency departments particularly at evenings and weekends. 
These include accidents and injuries (including head injury), 
assaults, collapse, falls, and unconsciousness. Such patients can 
be disruptive and challenging for emergency department staff and 
increase the risk of assault against staff. In severe cases, hospital 
admission. In many cases these patients have repeat attendances, 
however intoxication and poisoning only accounts for a small 
proportion of the overall alcohol-related attendances in emergency 
departments.
2.2 Admissions wholly caused by alcohol
The largest proportion of admissions to hospital wholly caused 
by alcohol are for Mental and Behavioural Disorders due to the 
use of alcohol, of which complications of alcohol dependence are 
the largest category. Such presentations include acute alcohol 
withdrawal, withdrawal related seizures and delirium. The second 
largest category of wholly attributable alcohol admissions are 
for alcohol-related liver disease. These include acute alcoholic 
hepatitis, acute alcohol-related liver failure, and alcohol-related 
cirrhosis. Other large categories of presentation include alcoholic 
gastritis, alcoholic cardiomyopathy and alcohol-related pancreatitis. 
While alcohol-related liver disease is an important driver of 
wholly alcohol attributable hospital admissions, a comprehensive 
response to alcohol-related admissions needs to address a much 
broader range of conditions and presentations. The 34 diagnostic 
codes that signify conditions wholly attributable to alcohol are 
easily obtained from Hospital Episode Statistics. Often these are 
not the primary reason for admission, therefore both primary and 
secondary diagnosis fields need to be searched to provide this 
data.
2.3 Presentations partly caused by alcohol
Official statistics on conditions that are partly caused by alcohol 
have been generated using ‘Alcohol Attributable Fractions’. These 
are the probability that a particular disease condition has been 
caused by alcohol multiplied by the number of admissions with 
that condition. This has two consequences:- first, these statistics 
in HES are estimates of the true burden of alcohol on the hospital, 
rather than having an alcohol diagnosis assigned by a clinician; 
and second, as estimates they do not allow the identification of 
individual patients in whom alcohol has been a contributory factor 
to their admission, unless a secondary directly alcohol attributable 
diagnosis has also been made and recorded. 
Based on analyses of these fractions, the largest group is 
hypertensive diseases, followed by cardiac arrhythmias, injuries 
and self harm, epilepsy, diseases of the digestive system, and 
cancers, including oral, oesophageal, breast and gastrointestinal 
cancers. Admissions partly caused by alcohol outnumber those 
wholly so, by a factor of 3:1. This emphasises the importance 
of systematic screening for alcohol use disorders in all patients 
admitted to hospital in order to identify alcohol as an underlying, 
otherwise hidden cause, and to provide appropriate advice, 
treatment and referral.
2.4 High impact or alcohol related frequent attenders
This term has been developed to describe a relatively small 
proportion of patients who make disproportionate use of NHS 
services through frequent emergency department attendances 
and/or multiple admissions to acute and mental health inpatient 
beds. They are sometimes referred to as ‘high impact service users’. 
Different definitions and criteria have been used in different studies 
and clinical services. The current working definition at King’s Health 
Partners is based on patients who have three or more inpatient 
admissions per year, of which one is recorded as alcohol-related 
(there is an assumption that as alcohol problems are under-
recorded, one is enough to demonstrate that an alcohol problem 
exists, or is at least worth looking into). As this is where the bulk of 
the costs are incurred in the NHS, and hence, where the greatest 
possible savings through appropriate interventions can be made. 
Alcohol-related admissions for this purpose are defined as those 
admissions in which a primary or secondary diagnosis of a wholly 
alcohol-attributable condition has been made. 
We have found that this group of patients has multiple and often 
complex mental, physical and social care needs and individuals 
are typically not in contact with specialist alcohol services in the 
community. Often they are unaware that alcohol is contributing 
to their problems and they can be challenging to engage in 
conventional treatment service models.
In an exercise two years ago to develop an Assertive Outreach 
Treatment response to this patient group for Lambeth and 
Southwark, we examined the distribution of admission frequency 
amongst patients admitted at least once with a wholly attributable 
alcohol diagnosis (WAAD) in a year using the Hospital Episode 
Statistics database. We have looked at Lambeth and Southwark 
residents being admitted to the three NHS Trusts in King’s Health 
Partners (Guy’s and St Thomas’ Hospitals, King’s College Hospital, 
and South London and Maudsley NHS Foundation Trusts). The 9% 
of patients who have three or more WAAD admissions, accounted 
for 29% of all WAAD admissions (Figure 1). This represents 324 
patients who between them have 1,080 admissions (out of a total 
of 3,600 WAAD admissions). Some of these patients have seven or 
more admissions in the same year. The same group of 324 patients 
had on average five emergency department visits per year, totaling 
1,620 visits.
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Using PHE estimates of acute admission costs of £338 per day and 
an average of 5.2 days per admission, each admission costs on 
average £1,758. Therefore this group of patients who have three 
or more admissions per year, collectively costs approximately 
£1,900,000 per annum in hospital admissions. The cost of 1,620 
emergency department visits (based on a reference cost of £114 per 
visit) cost £185,000 per year. Therefore the inpatient admission costs 
dwarf the emergency department costs by a factor of 10.
Extrapolating from King’s Health Partners to the whole of England, 
approximately 90,000 WAAD admissions are by people having 
three or more alcohol related admissions in a year, costing around 
£158m. From several health economic studies we know that alcohol 
dependent patients incur a similar amount in annual criminal justice 
costs, so the potential cost to the NHS plus criminal justice services 
is likely to be closer to £300m per annum across England.
3. Interventions for alcohol misuse in 
hospitals
3.1 Screening and brief intervention
Alcohol screening and brief intervention (also referred to as 
Identification and Brief Advice or IBA) is a highly effective and cost 
effective intervention approach. It can be effectively delivered 
by non-specialist practitioners with relatively brief training. NICE 
guidance (PH24) recommends roll out of IBA across the NHS, 
including in hospitals. IBA is designed to reduce drinking in 
hazardous and harmful drinkers and is not primarily intended 
for people with alcohol dependence who generally require more 
intensive interventions. It is usually delivered opportunistically at 
a healthcare consultation rather than for people seeking help for 
a self-identified alcohol problem. While IBA is effective and cost 
effective in research trials it is challenging to implement on the scale 
that is necessary to have a significant public health impact. Simply 
providing training and clinical tools to healthcare professionals does 
not typically result in sustainable implementation. A new national 
CQUIN has been developed to implement this in NHS Mental health 
and community trusts in 2017 and expanded in NHS acute trusts in 
2018 (NHS England, 2016).
Factors promoting implementation include:
• Ongoing support for frontline staff by more specialist staff, 
including providing a rapid referral route for more complex 
cases, 
• Embedding IBA into clinical systems (e.g. computerised 
screening and intervention tools), 
• Providing financial remuneration.
In the hospital setting it has been shown that IBA is more effectively 
implemented when supported by specialist alcohol staff, and that 
alcohol care teams are needed to champion implementation and to 
provide training and support for on-going delivery. CQUINs can be 
applied to incentivise hospital services to implement IBA, and a new 
national CQUIN has been developed for this purpose (NHS England, 
2016). While it is currently developmental rather than mainstream 
service delivery, electronic brief interventions (via the internet or 
smartphones) have considerable promise in cost effective delivery 
of IBA to a wider population. Access to electronic IBA facilitated by 
clinicians is currently being evaluated in primary care and could find 
an application in hospital settings.
Patients in the London Boroughs of Lambeth and Southwark with a 
wholly attributable alcohol conditions versus admissions  
(Drummond et al., 2016)
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3.2 Managing alcohol dependence in hospital
Patients with alcohol dependence who are admitted to hospital 
present particular clinical challenges and can be complex to 
manage in a non-specialist setting. Often the alcohol dependence 
is not the primary reason for admission, but if poorly managed 
it can create complications in the management of the primary 
condition and lead to delayed discharge or poor clinical 
outcomes, or in extreme cases, preventable deaths. NICE 
guidance (CG100, CG115) sets out the key evidence approaches 
to managing alcohol dependence in hospital settings, including 
safe management of alcohol withdrawal, preventing Wernicke’s 
encephalopathy, counselling, prescribing, relapse prevention 
and referral to community specialist services. While many of 
these interventions can be provided by non-specialist staff, many 
healthcare professionals lack the training or competence, and 
therefore confidence, to diagnose alcohol use disorders, deliver 
the interventions effectively or make appropriate referrals. Nurses, 
doctors, and counsellors, with specialist alcohol training, working 
in an alcohol liaison or alcohol care team capacity can significantly 
improve the management of these patients, effectively reducing 
length of stay and readmissions. Addiction specialists include 
addiction trained nurses (both mental health and general), addiction 
psychiatrists, alcohol counsellors or health workers, and liaison 
psychiatrists and physicians with specialist addictions training.
3.3 Referral and aftercare
Since 20% of people with alcohol dependence access specialist 
alcohol treatment per annum, admission to hospital is commonly 
the first time that alcohol dependence is identified and diagnosed 
as an underlying or primary condition. Hospital admission therefore 
provides an ideal opportunity for early intervention and access to 
more comprehensive alcohol treatment. Patients who complete 
alcohol detoxification are more likely to engage in aftercare 
leading to better clinical outcomes. Therefore it is helpful if alcohol 
detoxification can be completed during the hospital admission or 
through transfer to community services to complete detoxification 
after discharge, thus reducing the cost of inpatient care. This 
requires a good knowledge of, and good working relationships 
with, local specialist alcohol services. It is also helpful to begin 
evidence based relapse prevention medications (e.g. acamprosate, 
naltrexone) during hospital admission to reduce the risk of relapse 
following discharge. Specialist alcohol care teams are well placed 
to foster the necessary links with community services and to 
recommend and/or prescribe appropriate relapse prevention 
treatments.  Too often patients who have received a hospital-
based detoxification are discharged with no ongoing support 
in place or aftercare, resulting in almost inevitable relapse, and 
adding an additional layer of health issues and risks and probable 
readmission.  
3.4 Assertive outreach for high impact alcohol related 
frequent attenders
While high impact alcohol-related frequent attenders represent 
a relatively small proportion of all patients admitted with alcohol 
problems, they place a disproportionate burden on the NHS, 
including inpatient beds, emergency departments and primary 
care. They often have complex needs, including homelessness 
or unstable housing, and multiple comorbidities, and they can be 
challenging to engage in conventional specialist alcohol treatment 
services. This has led to the development of assertive outreach 
approaches that aim to proactively engage with these patients 
to address the wide spectrum of problems they experience and 
ultimately to facilitate engagement in specialist alcohol services 
and other community resources. Research at King’s College London 
has shown that this is a heterogeneous group, but they commonly 
are socially isolated and lacking in social capital. This requires a 
more intensive response than can typically be offered by existing 
community services, and it requires professionals with a high level 
of training and competence, supported by community support 
workers. Assertive outreach services for alcohol frequent attenders 
in Salford and the King’s Health Partners, London have been able to 
demonstrate high levels of engagement in specialist treatment and 
reduced unplanned health care use, including reduced admissions 
and emergency department attendances, through this approach. In 
Salford this approach led to a 67% reduction in inpatient admissions 
and a 60% reduction in emergency department attendances 
(Hughes et al., 2013). Similarly a recent trial of assertive outreach 
with difficult to engage alcohol dependent patients found reduced 
alcohol consumption and hospital admissions together with 
increased engagement in specialist alcohol treatment (Drummond 
et al., 2016).
4. Service models and systems to deliver 
alcohol care in hospitals
4.1 Making every contact count
There are several models of implementing IBA in hospital settings. 
Approaches have been developed for emergency departments, 
outpatient clinics, and inpatient units. Interventions can be delivered 
by both non-alcohol specialist and specialist staff, and can include 
onward referral to a specialist alcohol service for patients who 
require more support. In our experience successful embedding of 
IBA into clinical practice requires the following components: 
• A senior clinical specialist champion
• Alcohol specialist staff to oversee and support implementation, 
including providing training and developing clinical protocols
• Senior clinical and management support for implementation, 
ideally as part of a hospital wide alcohol strategy
• Clinical protocols should detail the appropriate screening and 
intervention tools, clinical criteria for delivering IBA and referral 
to specialist services; 
• Adequate resources (e.g. CQUINS, specialist alcohol care staff); 
• Clinical protocols need to be specific to the hospital systems and 
settings; 
• An implementation plan including methods to embed IBA into 
clinical information and patient management systems; 
• Ongoing monitoring of implementation.
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4.2 Alcohol care teams
A recent survey of alcohol care teams by Public Health England 
(2014) showed that the number of hospitals reporting having an 
alcohol care team has increased considerably over the last 10 
years. The survey also shows that there is no single service model 
or configuration that predominates in England. Services range from 
a lone worker from local community alcohol services visiting the 
hospital to accept referrals on a once a week basis, to psychiatric 
liaison services with a remit for alcohol referrals, all the way 
through to comprehensive hospital-based, consultant or nurse-led, 
seven day alcohol care teams, which provide direct clinical care 
as well as training and support to non-specialist staff.  Only the 
comprehensive consultant led model has been demonstrated to 
have a significant cost impact. 
While it is encouraging that most acute hospitals have some alcohol 
specialist service input, few mental health hospitals currently do, 
even though they have a high proportion of alcohol-related hospital 
admissions. Further, the more comprehensive the alcohol care 
team, the greater the proportion of alcohol-related inpatients will be 
reached, and hence the greater the impact on admission lengths, 
readmissions and clinical outcomes, and hence cost savings to the 
NHS. It is unlikely that a single alcohol specialist nurse in a large 
hospital with high levels of alcohol-related admissions will have 
much impact on the in-need population.
The British Society for Gastroenterology, NCEPOD, the Alcohol 
Health Alliance and Public Health England have all separately 
recommended that the standard hospitals should aspire to a seven 
day comprehensive multidisciplinary alcohol care team in order to 
have an impact on reducing alcohol-related hospital admissions 
and morbidity and mortality from alcohol-related disease.
4.3 Alcohol assertive outreach services
A recent survey by the CLAHRC South London (Collaboration for 
Leadership and Health Research and Care) has examined the 
provision of assertive outreach services for alcohol-related frequent 
attenders in England. Similar to the PHE survey of alcohol care 
teams, it found that there was considerable variation in what was 
being provided. 26% (36/141) of hospitals reporting any alcohol 
intervention activity identified themselves as providing assertive 
outreach treatment for frequent attenders. However, only four (11%) 
services met current criteria for comprehensive assertive outreach. 
These services varied greatly across hospitals: duration of contact 
with patients (6 weeks – 12 months); size of team (1 – 7.7 wte) and 
average caseload per worker (10 – 40 patients). Consistent features 
were community based appointments, at least weekly contact and 
support with a range of problems other than alcohol use; including 
housing, mental health, physical health and getting involved in 
community activities, education or employment support.
Given the complexity of patients who are high impact alcohol 
related frequent attenders, these services need to be equipped to 
provide a sufficiently intensive level of response in order to have an 
impact on engagement and reduced alcohol related admissions. 
In severe mental illness where assertive outreach services are 
more established, the following features have been described as 
contributing to positive treatment outcomes (Burns et al., 2000):
1. A maximum caseload of 15 patients per assertive outreach 
practitioner; 
2. Input from a multidisciplinary team (including psychiatrists and 
substance misuse specialists); 
3. Regular contact (minimum of once a week), with 50% of contacts 
occurring outside of the service settings either in the patients’ 
home or neighbourhood, and in which short frequent contacts 
rather than long complex contacts were encouraged; 
4. Assertive engagement where there were persistent and 
repeated attempts to contact, and an emphasis on maintaining 
contact and building relationships; 
5. A focus on both health and social care needs, including 
accommodation, leisure, occupation, and physical and mental 
health;
6. A flexible approach, focusing on the patient’s goals even when 
these were peripheral to the alcohol dependence;
7. Practitioners were explicit about their role both in care planning 
and in visits;
8. An ethos of ‘going out of your way’, where practitioners are 
encouraged to step outside of professional roles and ‘go the 
extra mile’ for patients;
9. Extended care provided for a prolonged period of 1 year.   
We have found that there is considerable variation in the rates of 
alcohol related admissions and the number of identified alcohol 
related frequent attenders across the CCG areas of South London, 
which is highly correlated with indices of social deprivation. Areas 
such as Lambeth and Southwark which have the highest level of 
deprivation have 145 frequent attenders per 100,000 population, 
whereas Richmond, which has the lowest deprivation index, 
has 19 frequent attenders per 100,000: a difference by a factor 
of 7.6. It is likely that different service models will be required in 
different hospitals. It is therefore recommended that provision 
varies according to the identified local need. In high frequent 
attender areas, there is a good case to be made for a dedicated 
specialist assertive outreach service for this population, whereas in 
lower prevalence areas, assertive outreach might be more easily 
incorporated into existing community specialist alcohol services, 
with one or more specialist assertive outreach workers, providing 
there is good liaison between hospital and community services.
All three interventions now feature in the recently released Public 
Health England Menu of Preventive Interventions (PHE 2016).
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5. How to develop alcohol care in hospitals
5.1 Needs assessment
A key first step in developing alcohol care services is establishing 
the scale of the problem to be addressed in a specific hospital. 
Given that few hospitals routinely screen all patients for alcohol 
misuse, the most reliable data is likely to be from Hospital Episode 
Statistics (HES) or locally through Secondary Use Service (SUS) data, 
both managed by NHS Digital. The discussion above describes 
that the most useful data relating to alcohol related hospital 
admissions is the 34 wholly attributable alcohol conditions reported 
by HSCIC (see resources section). This can be expressed as the 
total number admitted with a wholly alcohol attributable primary 
or secondary diagnosis (WAAD) in the past year, or as the rate of 
WAAD admissions per 100,000. For hospitals that mainly serve 
one borough or CCG area, the borough level data can be used. 
For hospitals that service multiple boroughs it makes more sense 
to look at the whole hospital level data (although this creates 
difficulties in working out population rates). Hospital admission 
data are more reliable than Emergency Department data due to 
limitations of recording in the latter dataset.
Recalling the discussion above, due to considerable under-
diagnosis of alcohol-related conditions, these figures are likely to 
represent a gross under-estimate of the total burden of alcohol-
related admissions on the hospital. There are likely to be almost 
three times as many admissions that are partly attributable to 
alcohol. This needs to be taken into account in planning alcohol 
care service provision.
To estimate the number of alcohol related frequent attenders 
there are several definitions in use. The King’s Health Partners 
development work has pragmatically chosen three or more WAAD 
admissions in the past year as our working definition. Given that 
alcohol disorders are under-diagnosed and alcohol dependence is 
mostly a chronic condition it can be justifiably assumed that if one of 
three admissions has a WAAD admission, the other two admissions 
are likely to have been alcohol related as well. 
So the criterion is three admissions in the past year of which 
one admission has a primary or secondary WAAD. This gives a 
total number of alcohol frequent attenders across Lambeth and 
Southwark of 324 in 2014/15. Since the King’s Health Partners 
assertive outreach team started contacting these patients to engage 
them, it has been verified that they have all experienced chronic 
alcohol dependence. Therefore we believe that this is a useful 
working definition to identify the target population.
5.2 Developing a hospital alcohol strategy
The Royal College of Physicians (2001) recommended that all NHS 
Trusts should have a hospital alcohol strategy. The purpose of 
the strategy is to provide the necessary leadership and guidance 
to staff to tackle alcohol misuse appropriately. The following 
recommendations were made:
a) a screening strategy for early detection of harmful/coincidental 
hazardous drinkers, administered as part of routine admission 
procedures through lifestyle questionnaires
b) early assessment of dependence severity by appropriately 
trained staff
c) widely available and audited protocols for the pharmacotherapy 
of detoxification
d) readily available ‘acute response’ from liaison or specialised 
alcohol psychiatry services for the management of more 
complex patients undergoing alcohol withdrawal 
e) assessment of the need for referral to on-going support services 
by appropriately trained staff with knowledge of local services
f) provision of brief interventions for coincidental hazardous 
drinkers
g) provision of general staff education
h) occupational policies for alcohol for all hospital health care 
workers, for example with respect to drinking at work
i) close liaison with general practitioners on discharge.
Additionally, the committee recommended the following:
“ Responsibility for the development of the alcohol strategy 
and its implementation should be undertaken by a steering 
group consisting of the above clinical staff together with senior 
managerial personnel from the acute trust and mental health 
trust, and representatives from local primary care services, public 
health and purchasers.”
To support implementation the following resources are advised:
a) a senior member of medical staff and a senior member of 
nursing staff to act as a focus for alcohol strategy and to support 
more junior members of staff
b) senior psychiatric colleague with an interest in the management 
of alcohol problems to act as the primary link between the acute 
hospital trust and local mental health services. This individual 
may or may not be employed by the acute trust
c) one or more dedicated alcohol health workers employed by 
and answerable to the acute trust. The roles will include:
 » implementation of screening strategies
 » detoxification of dependent drinkers
 » brief interventions in hazardous drinkers
 » referral of patients for on-going support and with access/
knowledge about locally available non-statutory and 
voluntary agencies
 » provision of links with liaison/specialist alcohol psychiatry
 » an educational resource and support focus for other health 
care workers in the Trust.
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In 2013 an alcohol strategy was developed within King’s Health 
Partners (South London’s Academic Health Science Centre [AHSC]): 
‘Good Health: An alcohol strategy for King’s Health Partners’. The 
main aim of the strategy is to reduce alcohol related disease in 
the population served by the three NHS trusts within King’s Health 
Partners: Guy’s and St Thomas’, King’s College Hospital and South 
London and Maudsley NHS Foundation Trusts. The strategy is 
shown in Appendix 2.
A senior stakeholder strategy group, including clinicians, managers, 
and local commissioners, was established in 2013 and early tasks 
were to scope the current activities and gaps in alcohol care across 
King’s Health Partners. This was supported by a development 
grant from the Guy’s and St Thomas’ Charity.  As a consequence 
it was possible to attract significant new investment to establish 
a comprehensive seven day alcohol care team at Guy’s and St 
Thomas’ NHS Foundation Trust.  A full grant application was then 
successfully submitted to Guy’s and St Thomas’ Charity to fund 
new specialist Alcohol Assertive Outreach team for alcohol related 
frequent attenders.  This was established within South London and 
Maudsley NHS Foundation Trust serving the whole of King’s Health 
Partners. Further service developments are ongoing in the other 
partner trusts.
Other related local activities were undertaken:- e-learning resources 
in IBA for frontline staff were developed, along with shared clinical 
protocols to manage alcohol misusing patients, and Health 
Education South London provided funding for alcohol short courses 
for frontline staff. In the past three years the total new investment 
in clinical services and training has been £3.5 million. A further 
£11 million in research income has been attracted to King’s Health 
Partners to evaluate the implementation of alcohol interventions. 
None of this would have been as successful without having an 
alcohol strategy that set out the ambitions with senior management 
support.
Therefore the development of a local hospital alcohol strategy 
is a crucial component of implementing effective alcohol care 
in hospitals, and cannot be over-emphasised. But in order to 
be effective, it required dedicated senior leadership and senior 
management and commissioning support.
5.3 Establishing specialist alcohol services
The most effective way to improve alcohol care within hospitals is 
to develop a specialist multidisciplinary alcohol care team. Other 
models exist, but they have less impact than a dedicated hospital 
based team. This requires adequate resourcing, including senior 
clinical leadership with dedicated clinical and management 
sessions by a consultant in a relevant speciality (e.g. addiction 
psychiatry, gastroenterology, emergency medicine), and nursing 
staff to provide a wide range of alcohol care functions. The following 
are the functions of the Guy’s and St Thomas’ NHS Foundation Trust 
(Part of King’s Health Partners) alcohol care team (ACT) established 
in 2014:
1. To provide a seven days per week alcohol service for inpatients.
2. To provide training for frontline staff in acute and mental health 
care inpatient units and the emergency departments in the 
identification and appropriate management of patients with 
alcohol-related attendances. This will include training in alcohol 
screening and brief interventions.To develop effective systems 
and care pathways for inpatients with Alcohol Use Disorders 
(AUD).
3. To liaise with and support frontline staff caring for acute and 
mental health inpatients and emergency departments in the 
appropriate, NICE compliant management of patients with AUD.
4. To provide direct clinical care for inpatients with AUD including 
diagnosis, clinical assessment, prevention and management 
of alcohol withdrawal and Wernicke’s encephalopathy, 
appropriate medication prescribing, alcohol related brain 
damage. 
5. To advise on and effect appropriate referrals and community 
engagement with patients with AUD, including the inpatient 
care pathway to the Addictions Assessment Unit at the 
Maudsley Hospital.
6. To provide ongoing outpatient clinical support to patients with 
alcohol dependence.
7. To support development and implementation of the KHP alcohol 
strategy in acute and mental health care.
The King’s Health Partners alcohol care team bid included the 
following staffing structure to provide a seven day service in one 
large NHS teaching hospital Trust:
• Lead clinician 0.5 wte: clinical background in gastroenterology, 
hepatology, acute medicine or addiction psychiatry/addiction 
medicine, to provide clinical leadership.
• Addiction psychiatry/addiction medicine 0.2 wte to provide 
specialist addictions input.
• Senior Alcohol Clinical Nurse Specialist 1.0 wte to act as lead 
nurse for the service. Background in either acute medicine, 
gastroenterology, addiction nursing.
• Alcohol Clinical Nurses 4.0 wte
• Specialist addictions clinical psychologist 0.2 wte to support 
training and psychological assessment
• 0.2 wte senior management time
• 0.2 wte Data and administrative support.
5.4 Commissioning
There is considerable variation in the amount and sources of 
funding for alcohol care in hospitals across England. Prior to 
the Health and Social Care Act, alcohol care teams were mostly 
funded by Primary Care Trusts with considerable variation in 
provision across England. Mostly services were funded as part of 
the Substance Misuse Service funding envelope and many were 
an extension of an existing Community Drug and Alcohol Service. 
Since the Health and Social Care Act, addiction services are largely 
commissioned by local authorities. In terms of hospital alcohol care 
teams, Public Health England has identified a range of funding 
options, including teams exclusively funded by local authorities 
as part of the public health grant, some are funded by Clinical 
Commissioning Groups or acute trusts themselves, and some are 
jointly funded from a variety of these sources. 
The current lack of local and national consensus on appropriate 
funding models for in-hospital alcohol care teams is unsatisfactory. 
While local authorities have responsibility to fund addiction services, 
16
the benefits of alcohol care teams are mainly felt by the NHS. 
Further, with cuts in local authority funding many of the existing 
addiction services, including alcohol care teams, are under threat. 
While the value proposition of CCGs investing in alcohol care teams 
to reduce the burden of alcohol on hospital services is clear, there 
is a risk that CCGs view alcohol care as being the responsibility of 
local authorities. Given the benefits to both the NHS and the local 
community, the most appropriate funding model for hospital based 
alcohol care teams should be shared between CCGs, hospital trusts 
and local authorities.
These unresolved issues further emphasise the importance of 
a hospital alcohol strategy group, which has effective high level 
engagement with local commissioners including local authorities 
and CCGs. A business case needs to be developed to provide a 
compelling case for investment in alcohol care teams, drawing 
on local intelligence, including comprehensive alcohol needs 
assessment.
5.5 Staff training
It is essential to develop a sufficiently trained and competent 
workforce to support implementation of effective alcohol care 
in hospitals and the community. This needs to extend from 
undergraduate training through postgraduate and continuing 
education for all staff. All clinical staff in the NHS should be 
competent to identify, advise, manage and appropriately refer 
alcohol misusing patients. A recent report from the Academy of 
Medical Royal College has set out the core medical competencies 
for alcohol and other drugs (AMRC, 2012). There have also been 
initiatives by the International Centre for Drug Policy at St George’s 
University of London (ICDP, 2012) and the Medical Council on Alcohol 
(MCA, 2017) to increase the level of undergraduate medical training 
in managing alcohol and other drugs.
At postgraduate level the Royal College of General Practitioners 
provides a certificate course in the management of alcohol 
problems in primary care and several universities provide courses 
on alcohol and substance misuse at postgraduate certificate, 
diploma and masters level. Several NHS trusts offer training on 
alcohol including e-learning courses and Health Education England 
is developing e-learning resources. Also Public Health England 
provides a wide range of alcohol learning resources through the 
online Alcohol Learning Centre platform (PHE, 2017).
Many hospital based alcohol care teams provide structured and 
ad hoc training for frontline NHS clinicians in identification and 
management of alcohol misuse as part of their core remit, although 
this varies between hospitals depending on the resourcing and 
objectives of the individual service. There is also a need for more 
specialist training for staff working in alcohol care teams. The 
Royal College of Psychiatrists, together with the Royal College 
of Physicians, British Society for Gastroenterology, and nursing 
organisations, is currently developing a set of core competencies for 
clinicians working in alcohol care teams which is due to appear as 
a joint report in 2017.
Due to the level of stigma that some patients with alcohol-related 
problems experience there is a need for alcohol awareness training 
for all staff with an emphasis on destigmatising this patient group. 
The Health Innovation Network South London in conjunction with 
King’s College London and the South London and Maudsley NHS 
Foundation Trust has developed a film and training pack for NHS 
staff and health educators for this purpose.  This is available in 
two formats: 1) a film and facilitator’s notes for face to face group 
training, and 2) an e-learning individual study session – both are 
available on Health Education England’s e-Learning for Health 
online resource (www.e-lfh.org.uk/programmes/alcohol-stigma/).
5.6 Monitoring the impact
There is currently a lack of routine monitoring of the impact of 
implementing alcohol intervention programmes in NHS hospitals 
(and primary care) outside of specific clinical research trials and 
local CQUINs. Routine monitoring is important both in terms of 
measuring the impact of implementation and in building business 
cases for continuing support of alcohol care and intervention 
initiatives.
Routine hospital administrative data is held in the Secondary 
Uses Service (SUS) database. This includes diagnostic codes that 
can be used to identify wholly attributable hospital admissions at 
hospital, Clinical Commissioning Group or local authority level. We 
recommend using the 34 diagnostic codes used by NHS Digital in 
its annual alcohol reports, signifying wholly attributable admissions 
(HSCIC, 2015). This should be examined in both primary and 
secondary diagnostic fields since alcohol conditions are often not 
the primary reason for an admission. Information departments in 
hospitals should be able to provide regular reports on the number 
of wholly attributable alcohol admissions, the number of individuals 
admitted with these conditions, and the number of individuals who 
have frequent (defined in King’s Health Partners as three or more in 
a year) alcohol related admissions.
Emergency department alcohol attendance data is more difficult 
to obtain from SUS since there is no specific diagnostic information 
provided. This is currently a significant gap, although some 
hospitals already have local systems in place. These include having 
a routine field in electronic patient records for alcohol screening 
score for short screening tools such as AUDIT-C (Alcohol Use 
Disorders Identification Test – Consumption) and FAST (Fast Alcohol 
Screening Test). When routinely applied for all hospital attenders 
this provides not only a measure of the success of implementation 
of screening and brief intervention, it also provides an estimate 
of the proportion of hazardous and harmful drinkers attending 
the hospital. Routine implementation of AUDIT-C screening and 
recording across the NHS would be a huge step forward.
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Hospitals currently implementing assertive outreach interventions 
for alcohol-related frequent attenders often track subsequent 
admissions and emergency department attendances of these 
cohorts of patients to measure the impact of the interventions. 
Again this can be easily done through SUS data when it is 
appropriately set up.
5.7 Sustainability
Too often hospital alcohol care initiatives are set up on short-term 
(e.g. one year) funding, inadequate resourcing, a lack of clear 
objectives for the work, and a lack of agreed monitoring or ‘success’ 
criteria. This results in a stop-start form of service delivery, poor staff 
morale, and a lack of impact. Often under-resourced alcohol care 
teams (for example, one alcohol nurse covering an entire general 
hospital) fail to achieve a significant impact because they reach only 
a small proportion of the total in-need alcohol population attending 
the hospital. Many alcohol admissions take place on evenings and 
weekends and during periods of staff annual leave resulting in 
sub-optimal implementation. Staff working in these conditions can 
become overwhelmed by the volume of referrals and a continual 
feeling of failure, resulting in high staff turnover and a consequent 
interruption of services.
Given the high and increasing level of alcohol need presenting 
to NHS hospitals, the preventable nature of many of these often 
repeated admissions, and the imperative of reducing the burden 
of alcohol on the NHS, we need to move to a situation where 
alcohol care teams are seen as core clinical services in the 
same way as diagnostic radiology or intensive care units. These 
services need to be adequately resourced, consultant-led, with 
seven-day coverage, at a level of staffing commensurate with 
the level of identified needs, and funded in a sustainable way. 
The impact of such services need to be measured in years rather 
than months. Only then will we begin to make a lasting impact on 
the burden of alcohol on the NHS. This will require a commitment 
from NHS clinicians, hospital managers, NHS and local authority 
commissioners, and engagement with local community services, to 
develop integrated care for this complex patient group.
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34 ALCOHOL ATTRIBUTABLE DIAGNOSTIC CODES - HSCIC (2015)
Wholly attribuable conditions
ICD10 code ICD 10 Diagnoses
F10 Mental and behavioural disorders due to use of alcohol
F10.0 Acute intoxication
F10.1 Harmful use
F10.2 Dependence syndrome
F10.3 Withdrawal state
F10.4 Withdrawal state with delirium
F10.5 Psychotic disorder
F10.6 Amnesic syndrome
F10.7 Residual and late-onset psychotic disorder
F10.8 Other mental and behavioural disorders due to the use of alcohol
F10.9 Unspecified mental and behavioural disorders due to the use of alcohol
K70 Alcoholic liver disease
K70.0 Alcoholic fatty liver
K70.1 Alcoholic hepatitis
K70.2 Alcoholic fibrosis and sclerosis of liver
K70.3 Alcoholic cirrhosis of liver
K70.4 Alcoholic hepatic failure
K70.9 Alcoholic liver disease, unspecified
T518 Toxic effect of alcohol
T51.0 Ethanol poisoning
T51.1 Methanol poisoning
T51.9 Toxic effect of alcohol, unspecified
Other wholly attributable conditions
E24.4 Alcohol-induced pseudo-Cushing’s syndrome
G31.2 Degeneration of nervous system due to alcohol
G62.1 Alcoholic polyneuropathy
G72.1 Alcoholic myopathy
I42.6 Alcoholic cardiomyopathy
K29.2 Alcoholic gastritis
K85.2 Alcohol-induced acute pancreatitis
K86.0 Alcohol-induced chronic pancreatitis
Q86.0 Fetal alcohol syndrome (dysmorphic)
R78.0 Excess alcohol blood levels
X45 Accidental poisoning by and exposure to alcohol
X65 Intentional self-poisoning by and exposure to alcohol
Y15 Poisoning by and exposure to alcohol, undetermined intent
Y90 Evidence of alcohol involvement determined by blood alcohol level
Y91 Evidence of alcohol involvement determined by level of intoxication
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